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Many would agree that there are opportunities for improving Maine’s capacity for serving older
adults and persons with disabilities. In November, Maine voters will have the opportunity to decide
whether the referendum Question 1, An Act to Establish Universal Home Care for Seniors and Persons with
Disabilities, is the right strategy for addressing these needs.
This report does not constitute either support for or opposition to the referendum but is intended as
an independent assessment of how the Universal Home Care Program (the “UHC Program”) could
be implemented.
This analysis focuses on the implications of implementing key elements of the UHC Program (e.g.,
the eligibility determination process or service coordination function) using different
implementation strategies (i.e., minimal or close coordination with the existing long-term services
and support [LTSS] system currently administered by the Maine Department of Health and Human
Services [the Department]).
Our analysis assumes implementation would be guided by three goals: that the UHC program be
implemented in a way that would 1) avoid a negative impact on Maine’s existing LTSS programs; 2)
optimize the use of public resources; and 3) advance a “community first” model of care that
promotes living at home when appropriate and preferred.
Certain elements of the proposed legislation are not considered because they are outside our areas of
expertise. These include the proposed funding mechanism for the UHC Program, the establishment
of the UHC Trust Fund, and certain elements relating to the UHC Board. In addition, for the
purpose of this analysis, we have excluded children under age 18.1,2

If the legislation is implemented as proposed, the UHC Program would provide a range of in–home
and community support to eligible individuals and family members. Eligibility for the UHC
Program would include any individual sixty-five years and older, and any individual with a disability,
if they live in Maine and need assistance with at least one activity of daily living (ADL). An ADL, as
defined in the legislation, includes “tasks routinely performed by a person to maintain bodily
functions, including bed mobility, transfers, locomotion, dressing, eating, toileting, bathing and
personal hygiene.” Income may not be considered when determining eligibility and cost-sharing is
not permitted.
Based on our estimates, using 2016 population estimates, approximately 27,000 people could be
eligible for the UHC Program.3 In 2016, just over 5,600 people were already accessing publiclyThe analysis for implementing this program for children is likely to be similar to the analysis presented here, except that
the existing programs for children are very different from those considered here.
1

2

Further detail on the scope of our analysis and our assumptions can be found in PREFACE of the full report.

It should be noted that these estimates do not exactly replicate the eligibility criteria established under the proposed
legislation. In particular, in identifying those potentially eligible we could not replicate the definition of disability
identified under the proposed legislation; under the Survey of Income and Program Participation (SIPP), the survey
3



funded community-based LTSS. See TABLE 1. We assume those 5,600 people would be counted
among the estimated 27,000 eligible individuals. Because the UHC Program can supplement but not
supplant existing services, we assume this group would not be able to access duplicative services
through the UHC Program (although, as discussed in the full report, depending on program design
they might access different services through the UHC Program).

14,000

2642

13,100

2980

27,100

5622

SOURCES: Based on 2010 data from the Survey of Income and Program Participation
(SIPP) and the 2012-16 ACS 5-year sample in Maine (See APPENDIX for detail.); and
Snow et al. 2018.

The UHC Program may not incur expenses in excess of available funds. The proposed legislation
contemplates different service levels based on individual need. The Board may create a waiting list if
the demand for services exceeds available funds.
Under the UHC Program, providers of in-home and community supports would be required to
expend 77 percent of their reimbursement on direct care costs. It would also establish “individual
providers,”4 as state employees for the purpose of the State Employees Labor Relations Act. The
UHC Board is permitted to use UHC funds on workforce development, training and quality
improvement reports.
The proposed legislation requires, at a minimum, that the Department work with the UHC Board to
create a simple, unified process for enrollment. In addition, the UHC Board is authorized to partner
with the Department to provide supplementary funding to existing LTSS programs to expand
eligibility, increase payments to providers, raise quality standards, and maintain a high-quality
workforce.5

participants self-report on their need for assistance with an ADL, while under Maine’s existing LTSS programs, the need
for assistance with an ADL is determined by an independent assessor; the American Community Survey (ACS) does not
include people who reside in nursing facilities but our count of those potentially eligible could include people in
residential care settings who would not be eligible for the UHC Program.
I.e., those direct care workers who are not employed by a home care agency but are selected and managed to provide
direct care by the person in need of services.
4

More detail relating to the proposed legislation can be found in the full report. The full text of the proposed bill for
Question 1 can be found on Maine Department of the Secretary of State’s website for Citizen Initiatives:
https://www.maine.gov/sos/cec/elec/citizens/index.html.
5



While the proposed legislation limits the UHC Board’s discretion in some areas, it gives the Board
some latitude in others. Given this latitude, the Board has the authority to develop a flexible and
person-centered program that can provide individualized services aimed at helping people live at
home. At the same time, the UHC Program cannot be implemented in a vacuum – how it relates to
existing LTSS programs must be taken into account, partly to prevent any negative impact on the
existing LTSS programs, partly to leverage existing systems and resources to avoid redundant and
wasteful expense, and partly to consider opportunities for improving services in order to improve
outcomes for those persons served. We considered four implementation strategies, although we did
not evaluate two of these strategies in detail.6
To avoid unintended, negative consequences, implementation of the UHC Program would require,
at a minimum, a certain level of coordination with existing LTSS programs. In particular, the UHC
Program would need to be designed to:


Ensure that those who qualify for Medicaid access those services first, to maximize the
contribution of federal matching funds.



Avoid potential inequities between the UHC Program, which does not permit the UHC
Program to require eligible persons to share in the cost of services, cost-sharing and the
state-funded LTSS programs, which require persons receiving services to share in the cost of
services.



Coordinate the eligibility determination process to ensure that people eligible for Medicaidfunded LTSS are referred to that program.



Make sure that its reimbursement policy and provider qualification standards are closely
coordinated to prevent any inconsistencies and lack of parity. A lack of parity in wages
could exacerbate the critical workforce shortage now facing the existing LTSS programs
serving those with the greatest needs.

Maine’s existing LTSS programs face a number of significant challenges, including a dire shortage of
direct care workers and fragmented access to services. The UHC Program could partner with the
Maine Department of Health and Human Services to:


Strengthen and stabilize the direct care workforce;



Use UHC funds to provide certain important “wraparound” LTSS services not allowable
under the Medicaid state plan LTSS program to persons receiving services under that
program;

See the ANALYSIS section for a description of the two implementations strategies not discussed in detail (i.e.,
converting the UHC Program to a cash voucher program, and integrating the UHC Program into a reform of the
existing LTSS programs).
6





Coordinate systems and supports for helping people understand their service options and
how to access them;



Promote the increased use of the self-directed services (e.g., by developing a statewide
worker registry, a single model of self-direction with consistent requirements; and a
common training program); and



Leverage the systems the Department already has in place (e.g., for determining eligibility,
case management, provider payment; qualifying providers; and monitoring and improving
quality) to streamline access, create greater consistency and minimize duplicative
investments in infrastructure.

Coordinating existing LTSS programs with the UHC Program would require some reconciliation
between the laws governing each. For example, any level of integration with Medicaid-funded
services would need to be consistent with federal regulation governing the State Medicaid
Agency’s7 permissible delegation of authority and otherwise meet applicable federal requirements.8
Federal regulation would restrict the ability of the State Medicaid Agency to delegate certain
responsibilities to the Board. In addition, if the UHC Fund were used to support the existing
programs, the policies of the existing LTSS programs might need to meet the requirements of the
UHC Program (e.g., reimbursement pass-through requirements, and the status of individual
providers related to the State Employees Labor Relations Act).

Significant responsibilities have been placed on the UHC Board. The Board must be able to
account for the efficient and effective use of public resources, compliance with statutory
requirements and the quality of services delivered. The UHC Board will need adequate oversight
capability and meaningful measures of quality outcomes.
As the UHC Board moves forward with implementation, establishing a robust infrastructure to
solicit stakeholder feedback is critical to the UHC Program’s viability and success. The proposed
legislation establishes both mandated responsibilities and discretionary powers for the UHC Board.
However, even when a responsibility is mandated, in many instances the UHC Board will have
discretion on how to fulfill its responsibilities. To develop a thoughtful program design that both
leverages the opportunities and accounts for the challenges of implementing the UHC Program, it
will need the ongoing input of Department representatives; eligible individuals and family members,
providers, advocates, community organizations and others. While our analysis describes how the
UHC program might be implemented in the context of Maine’s existing LTSS programs, input from
key stakeholders could provide more detail and identify both more issues and opportunities.

As a condition of participating in Medicaid, each state designates a state Medicaid agency with responsibility for
administering the state’s Medicaid program. In Maine the State Medicaid Agency is the Maine Department of Health
and Human Services.
7

See, e.g., 42 CFR 431.10: “The Medicaid agency may not delegate, other than to its own officials the authority to
supervise the plan or to develop or issue policies, rules, and regulations on program matters.”
8



This November, Maine citizens will vote on Question 1, An Act to Establish Universal Home Care for
Seniors and Persons with Disabilities, a citizen initiative petition appearing on the referendum ballot
which would create the Universal Home Care Program.9 The proposed legislation underlying the
referendum defines key elements of the Universal Home Care Program (the “UHC Program”)
including the establishment and governance of a Universal Home Care Trust Fund and a tax that
will fund the Trust. In addition, the proposed legislation defines basic parameters for the UHC
Program related to program eligibility, covered services, direct care worker payment, and other
programmatic elements.
SEIU has retained the Muskie School of Public Service to provide analysis on elements of the
referendum related to operationalizing and implementing delivery of benefits as defined in the
proposed legislation. The scope of our analysis is limited to consideration of how and to what
extent implementation of the UHC Program might impact the existing publicly-funded delivery
system for long term services and supports (LTSS) and potential options for implementing the UHC
Program assuming varying degrees of integration with the existing State system.
Excluded from the scope of analysis are the following items:


The proposed funding mechanism for the UHC Program as set forth in Section 4 of the
referendum.



Establishment of the Universal Home Care Trust Fund (UHC Fund), including the
underlying authority of the Trust to receive tax and other revenue.



Selection, election, terms, compensation and underlying authority of the Universal Home
Care Trust Fund Board.

The parameters of our analysis are as follows:


Our analysis is guided by three goals: avoiding unintended consequences, optimizing the use
of public resources and advancing a “community first” model of care that promotes living at
home when appropriate and preferred.



As discussed in greater detail in the ANALYSIS section, starting on page 22, our review
considers the implications for implementing key elements of the UHC Program (e.g., the
eligibility determination process or service coordination function) using different
implementation strategies (i.e., a minimal or close coordination with the existing LTSS
system).



For purposes of this analysis, we assume that, if approved, the proposed legislation will be
implemented as proposed. We also assume that the legislation mandates some elements of

The full text of the proposed bill for Question 1 can be found on Maine Department of the Secretary of State’s website
for Citizen Initiatives: https://www.maine.gov/sos/cec/elec/citizens/index.html.
9



the UHC Program while leaving the Board discretion as to how other elements will be
designed and implemented.


We assume that the existing design of publicly-funded LTSS programs and services will
continue as it is, and that the State will maintain the current level of funding for existing
publicly-funded LTSS programs.



Although the proposed legislation does not exclude participants based on age, this analysis
focuses only on eligible adults 18 years and older.10



Eligibility for the UHC Program is based on functional criteria (e.g., the need for assistance
with a certain activity of dail living), not a diagnosis. The Maine Department of Health and
Human Services (Department) has several programs targeted to groups of people with a
particular diagnosis (e.g., a brain injury, or an intellectual disability). While persons
participating in those other programs might be eligible for the UHC Program, when we
discuss coordination between the UHC Program and the Department, we focus primarily on
programs that apply functional eligibility criteria (e.g., home and community-based services
for older adults and adults with disabilities).

This report is intended as an independent assessment of how the UHC Program could be
implemented, within the assumptions and limitations stated above. While we have considered input
from the funders, the authors have retained control over the final language and analysis contained
herein. This report does not constitute either support for or opposition to the referendum.
Nothing contained in this report is intended as legal opinion.

The analysis for implementing this program for children is likely to be similar to the analysis presented here, except
that the existing programs for children are very different from those considered here.
10



The percentage of Americans age 65 and older is increasing. In just a little over three decades, from
2000 to 2032, the percent of Americans age 65 and older is projected to almost double from 12 to
20 percent. In Maine, the rate of increase is expected to be even greater; 29 percent of Maine’s
population will be age 65 and older by 2032. See FIGURE 1.

SOURCE: Snow et al. 2018.
NOTES: *2000 and 2010 are actual based on census data; † 2017 onward are projected.

Although only a small portion of older adults have a disability at any one time, the rate of disability
increases with age. In Maine, for example, only 9 percent of people age 18 to 34 have a disability,
while 50 percent of those over 75 have a disability. See FIGURE 2.

SOURCE: Snow et al. 2018



Nationally, an estimated 52 percent of individuals turning age 65 today will eventually need some
assistance with an activity of daily living (ADL).11 Family and friends may be able to provide some
of that assistance. However, at some point in time 47 percent of this group will need paid services
and supports and just under 25 percent will need paid assistance for one year or more (ASPE 2016).
Those most likely to need paid supports are women and people who at age 65 have lower income,
fair to poor health status and are unmarried (ASPE 2016).
The type of help needed for a person with a disability to live successfully at home will depend on
many factors specific to the individual including the type of disability a person has, their health, their
economic status, their family and social network, the affordability and accessibility of their home,
and the characteristics of the community around them.
Family members play a critical role in providing care nationally and in Maine: 178,000 Mainers were
serving as family caregivers in 2013 and provided services worth $2.2 billion (Houser et al. 2018).
Family caregivers can experience a negative impact on their own physical and emotional health,
financial security, social networks and employment (Reinhard et al. 2015). These impacts are
generally magnified when caring for individuals with Alzheimer’s disease or other dementia.
(Alzheimer’s Association, 2018).
Paying for LTSS out of pocket is unaffordable for most Americans. The high cost of LTSS is a
particularly significant issue in Maine, which ranks in the lowest quartile in access and affordability
of LTSS (Reinhard et al. 2017). The median cost of a private room in a Maine nursing facility is 312
percent of the median household income for Maine’s older adults, while the median cost of 30 hours
per week of homecare for a year is 102 percent. See FIGURE 3.

SOURCE: Adapted from Picking Up the Pace of Change: A State Scorecard on Long-term Services and Supports for Older Adults,
People with Physical Disabilities, and Family Caregivers, by Reinhard et al. 2017.

Defined as the need for assistance with at least two ADLs expected to last at least 90 days or the need for substantial
supervision for health and safety threats due to severe cognitive impairment (ASPE 2016).
11



Few people have private Long Term Care (LTC) insurance; in 2014, only 11 percent of adults age 65
and older living in community settings were covered by LTC insurance (Johnson 2016). The cost
and complexity of LTC insurance, as well as confusion about other coverage options for LTSS, are
factors contributing to low utilization (Ujvari, 2018). Many mistakenly believe Medicare will cover
LTSS (Benz et al. n.d.).
While federal solutions to creating new models of financing for LTSS have been proposed over the
last decade, there has generally not been agreement on a financing approach.12 The Community
Living Assistance Services and Supports (CLASS) Act, originally enacted as Title VIII of the Patient
Protection and Affordable Care Act, was ultimately repealed in 2013.
When paid services are needed, public financing has an important role to play. In the United States
Medicaid pays for 53 percent of LTSS. See FIGURE 4.

53%

17%

11%

20%

SOURCE: Adapted from 10 Things to Know About Medicaid: Setting the Facts Straight,” by J. Paradise,
2017

Maine’s current system of publicly-funded LTSS is provided under a fee-for-service system and
relies primarily on three funding streams:
Within the parameters of federal law each state defines Medicaid-funded services, the
qualifications of those providing the service, payment, and other program details. The federal
regulations specify the range of services that may be funded under the Medicaid state plan, some
of which are required and others which may be offered at the option of the State. In-home and
community-based LTSS are predominantly accessed under Consumer Directed Attendant Services and
Private Duty Nursing and Personal Care Services.13 In addition to in-home and community-based
LTSS, Maine also covers nursing facility services and certain services in residential care settings
under the Medicaid state plan.14

12

See, e.g., the U.S. Senate Commission on Long-Term Care’s Report to Congress, 2013.

13

§§12 and 96, respectively, in Chapter II of the MaineCare Benefits Manual (found in 10-144 CMR Ch.101).

Defined under §67 Nursing Facility Services, §97 Private Non-Medical Institution Services, and §2 Adult Family Care Services in
Chapter II of the MaineCare Benefits Manual (found in 10-144 CMR Ch.101).
14



To provide states more options for serving people with disabilities in home and communitybased settings, the federal government allows states to request a “waiver” of Medicaid state plan
requirements. Authorized under §1915(c) of the Social Security Act, the waiver targets home
and community-based services to persons who would otherwise need nursing facility services.
Maine has several different §1915(c) waivers; for this report we focus on Home and Community
Benefits for the Elderly and Adults with Disabilities.15
Maine uses all state dollars to provide a range of community LTSS, including but not limited to
in-home personal care, participant directed care, nursing, therapies, homemaker, adult day,
respite and some assisted living services. The State does not receive federal matching dollars for
these services.16 State-funded programs include Maine’s Home Based Care, Consumer Directed Home
Based Care and the Independent Support Services (more commonly known as Homemaker services).17
Maine’s funding framework was designed over 20 years ago, early in the evolution of Medicaidfinancing for home and community-based services. Although the federal government allows greater
flexibility today, at that time a state had a more limited set of tools for using Medicaid to fund home
and community-based services. Maine’s combination of LTSS programs were designed to leverage
the options available at the time, using these three different funding streams to target those most in
need, based on functional, medical and financial need. However, as discussed as part of the
ANALYSIS (starting on page 22), each of these funding streams is subject to a different set of
requirements, creating differences in eligibility, benefits and provider requirements that can affect
individuals moving across differently funded programs when their needs or financial circumstances
change.
Medicaid spending on long term services and supports for older adults and adults with physical
disabilities in Maine totaled over $427 million in 2016 (Eiken et al. 2018). Nationally and in Maine,
the trend has been to reduce the share of LTSS expenditures spent on nursing facility services and
shift those resources into the community. In the 1990s, Maine implemented a number of reforms
that pushed greater investment in home and community-based services. As indicated in FIGURE 5,
in recent years Maine has seen a reverse in that trend. This shift could be explained by a number of
factors. For example, it could reflect an increase in nursing facility payment due to rate or case-mix18
15

§19 in Chapter II of the MaineCare Benefits Manual (found in 10-144 CMR Ch.101).

The federal government shares in the cost of Medicaid services. The federal share, based on the Federal Medical
Assistance Percentage (FMAP), varies by state and is calculated based on a formula that takes into account a state’s
average per capita income. Maine’s FMAP is 64.52 percent for fiscal year 2019. Federal Register, November 21, 2017
(Vol. 82, No. 223), pp. 55383-55386.
16

These programs are governed under §63 (In-Home and Community Support Services for Elderly and Other Adults), §69
(Independent Support Services) of the Office of Aging and Disability Services (OADS) Policy Manual (found under 10-149
CMR Ch.5) and Chapter 11, (Consumer Directed Personal Assistance Services) of the OADS Policy Manual (found in 10-197
CMR Ch.5).
17

“Case Mix” is a system that classifies residents into distinct groups based on the resident’s condition and care needs.
This classification system is used to determine the daily payment rate the facility charges for the care it provides; those
facilities serving higher need residents receive a higher payment rate.
18



changes, a decrease in the use of home and community-based services because staff are unavailable,
a change in the way Maine categorizes its expenditures, or other factors.
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SOURCES: Authors’ analysis of historic LTSS expenditure data (CMS); Eiken et al. 2016; Eiken et al. 2017; and Eiken et
al. 2018.

As discussed in greater detail in the PROGRAM ELIGIBILITY AND COVERED SERVICES section,
financial, medical and functional criteria are used to determine service options and eligibility. As a
result, there are differences in who is currently served by which existing LTSS program. Nearly half
(47 percent) of persons served in Maine’s existing LTSS community programs tend to be younger
adults, age 18-64 (Snow et al. 2018). Only in Maine’s state-funded Home Based Care program do
individuals age 85 and older out-number those age 18 to 64. See FIGURE 6. In contrast, almost half
of nursing facility and residential care facility19 residents are age 85 and older (Snow et al. 2018).

Residential care services funded under Appendix C in Chapter III, §97, in the MaineCare Benefits Manual (found in
10-144 CMR Ch.101).
19



SOURCE: Snow et al. 2018.
NOTE: *The 75-84 and the 85+ age groups have been consolidated for the Consumer Directed Home Based Care program
because there are too few people falling into those age groups; privacy protections prohibit presentation of “small cell
sizes.”

Consistent with program eligibility criteria, the need for assistance with ADLs varies by program,
with those in nursing facilities requiring the greatest level of assistance; those in the Elderly and Adults
waiver program also having the highest level of need. See FIGURE 7.

SOURCE: Snow et al. 2018.
NOTE: The five ADLs measured include bed mobility, transferring, locomotion, eating, and toileting.



Those using Private Duty Nursing had the lowest reportable percentage of dementia at 8 percent,
while those using nursing facility services had the highest at 57 percent. Comparing these settings,
persons accessing services at home are far less likely to have dementia. See FIGURE 8.

SOURCE: Snow et al. 2018.
NOTE: Self-directed programs are omitted; eligibility for self-directed programs is based on cognitive capacity.

Some of Maine’s existing home care programs serve a large number of individuals living alone. See
FIGURE 9.

Elderly & Adults w/Disabilities Waiver (N = 1,532)

24%

Private Duty Nursing (N = 2,226)

60%

Consumer Directed State Plan (N = 438)

40%

Home-Based Care (4 levels) (N = 1,300)
Consumer Directed Home-Based Care (N = 126)

47%
34%

SOURCE: Snow et al. 2018.

Making sure people have access to the right services at the right time is critical for avoiding
unnecessary use of costlier services. For an older person hospitalized to recover from an injury or
illness, the “path of least resistance” often leads to a nursing facility or residential care because those
are the most commonly known options. Instead, an effective LTSS system makes sure the path of
least resistance leads to the right option, whether it be to a nursing or residential care facility, or to
home and community-based services. Streamlining access to home and community-based services
requires increasing the visibility of information about the service options, how to access them and



who is eligible; a swift eligibility determination process; and making sure the services are coordinated
around the individual, to address needs, preferences and priorities. Maine’s system of access relies
on a “no wrong door” approach where information, referral and other enrollment support is
provided through a variety of agencies and organizations. See ANALYSIS.
Maine’s publicly funded programs typically require that an individual meet both financial and
functional eligibility requirements. Financial eligibility for Medicaid services are determined by the
Department’s Office of Family Independence. The organization responsible for determining
financial eligibility for state-funded LTSS varies by program. Functional eligibility for most of the
publicly-funded LTSS program requires completion of an assessment by a registered nurse. The
Department contracts with a single statewide assessing services agency (ASA) to conduct the
assessment; for some state-funded LTSS programs, the provider of service also determines
functional eligibility. Further context will be provided below as to how Maine’s current delivery
system relates to the UHC Program and key elements of enrollment implementation.
A “direct care worker” (or a “direct service worker”) is the term used for personal support
specialists, home health aides, direct support professionals and other categories of workers who
assist people with self-care activities. Maine is currently facing a critical shortage of direct care staff
across care settings. Providers have reported as much as 6,000 hours of needed homecare unstaffed
each week.20 In a tight labor market, low wages, the lack of benefits and limited opportunities for
advancement make direct care work less appealing than other available employment options and
impacts retention. In Maine, those who work in home care are primarily female (83 percent); 39
percent are insured through Medicaid, Medicare or another form of public insurance; and 49 percent
receive means-tested public assistance. See FIGURE 10.

SOURCE: PHI 2017.
NOTE: This analysis uses the 2011-2015 5-Year Public Use Microdata Sample (PUMS) from the American
Community Survey (ACS).

The out-migration of younger adults from many parts of Maine has exacerbated the shortages.
Demographic trends suggest this problem will only get worse. As indicated in FIGURE 11, by 2032

20

Maine Council on Aging 2017.



the ratio of working age adults to adults age 65 and up is expected to reach 1.7, less than half of
what it was in 2010 (Snow et al. 2018.).
With or without implementation of the UHC Program, the acute workforce shortage is a growing
crisis for Maine. Nationally, states have been engaged in a number of policy reform efforts, including
but not limited to direct care workforce initiatives focused on wages and benefits as well as
recruitment, training and career advancement.21 Maine has recently enacted legislation to establish a
Commission to Study Long-term Care Workforce Issues tasked with studying and making policy
recommendations for strengthening the direct care workforce.22 As discussed in later sections, it is
critical that the UHC Program be implemented in close coordination with the Department, working
along with the Legislature and other key stakeholders, to address overall workforce issues and to
avoid exacerbating the shortage of workers for those programs serving people with the greatest
need.

SOURCE: Snow et al. 2018.

21

Cook, A. 2017.

LD 1466, voted out as part of LD 925 (An Act Making Certain Appropriations and Allocations and Changing Certain
Provisions of Law Necessary to the Proper Operations of State Government, Chapter 460, 128 th leg. (2018)).
22



If the legislation is implemented as proposed, the Universal Home Care Program (the “UHC
Program”) would provide a range of in-home and community support to eligible individuals and
family members. The proposed legislation establishes a Universal Home Care Trust Fund Board to
oversee and manage the UHC Fund. Specific UHC Program requirements are to be developed by
the Board, which is responsible for adopting rules needed to implement the UHC Program. Key
aspects of the proposed legislation are set forth below.

The proposed legislation defines the basic contours of who may access services through the UHC
Program, and which services may be offered.


Eligibility for the UHC Program is defined broadly to include any individual sixty-five years
and older, and any individual with a disability,23 if they live in Maine and need assistance with
at least one activity of daily living. The UHC Program relies on a definition of ADLs set
forth in the law governing Maine’s Assisted Housing Programs: Activities of daily living
mean “tasks routinely performed by a person to maintain bodily functions, including bed
mobility, transfers, locomotion, dressing, eating, toileting, bathing and personal hygiene.”24



Individuals who reside in a hospital, nursing facility, intermediate care facility for persons
with intellectual disabilities, adult family care home or residential care facility,25 are not
eligible for the UHC Program.



Income26 may not be considered when determining eligibility.



The UHC Program is permitted to offer a range of in-home and community supports,
defined as health care and social services and other assistance required to enable adults with
long-term care needs to remain in their place of residence. The range of services defined in
the legislation27 parallels the services authorized under 22 M.R.S.A. §7302(5), the enabling
legislation for the existing publicly funded programs serving adults with LTSS needs.

“Person with a disability” is defined in the proposed legislation as a person with a physical or mental disability as
defined in Title 5, Section 4553-A, the Maine Human Rights Act or with a disability as defined in 42 United States Code,
Section 12102, the Americans with Disabilities Act (ADA).
23

24

22 M.R.S.A. §7852(1).

25

As defined by 22 M.R.S.A. §7852 (14).

Typically, program eligibility distinguishes between income and assets. The proposed legislation is silent on the
Board’s authority to impose a limit on assets as a condition of eligibility.
26

Section 7281(10) under Section 3 of the proposed legislation defines in-home and community support services as
including but not limited to “self-directed care services; medical and diagnostic services; professional nursing; physical,
occupational and speech therapy; dietary and nutrition services; home health aide services; personal care assistance
services; companion and attendant services; home repair, chore and homemaker services; respite care; hospice care;
counseling services; transportation; small rent subsidies; various devices that lessen the effects of disabilities; and other
appropriate and necessary social services.”
27





Section §7282 under Section 3 of the proposed legislation requires that services be provided
at “no cost” to eligible individuals, meaning co-payments or other required contributions are
prohibited.



The UHC Program may not incur expenses in excess of available funds. The proposed
legislation contemplates different service levels based on the level of need for assistance with
activities of daily living, functional abilities and the need for health and social services of
eligible individuals. The Board may create a waiting list if the demand for services exceeds
available funds.

The proposed legislation defines the role and responsibilities of the Board and provides some
guidance on how the Board may relate to the Department and how the UHC Program might relate
to existing LTSS programs.
The proposed legislation grants the Board a set of powers and duties. An abbreviated list of these
powers and duties is summarized below:28
Duties29
 Design and deliver a home care program.
 Ensure improvements in wages, benefits and working conditions for service providers.
 Create a system for providing stipends to family caregivers.
 Set mandatory standards for quality and safety of in-home and community support services.
 Establish a system for determining eligibility. The Board may not restrict eligibility but may
“ramp up” the UHC Program to make services available to the greatest extent possible
without curtailing enrollment.
 Manage the UHC Fund to ensure its long-term sustainability.
 Set reimbursement rates for services in a manner that “maximizes access to these services,
supports workforce development and ensures service quality.”
 Collect, analyze and disseminate information about the program and the needs of families in
Maine, including disparity across race, income, disability and gender.
 Reduce or eliminate disparities in access to services.
 Create a process for assessing an individual’s need for services.
 Conduct outreach to promote public understanding and awareness of the program.
 Report to the Legislature annually.
 Curtail benefits if the UHC Fund is insufficient to cover program costs.
 Take any other action necessary to implement the program, exercise the Board’s powers, and
carry out the Board’s duties.
See §7284(2) under Section 3 of the proposed legislation for the specific language defining the Board’s powers and
duties.
28

Authority is categorized as a “duty” where the legislation uses “shall” to mandate that the Board perform a certain
function. Authority is categorized as a “power,” where the legislation uses “may” to permit the Board to perform a
certain function.
29



Powers
 Manage program benefits to ensure the financial health of the UHC Fund.
 Create advisory committees.
 Partner with the Department to provide supplementary funding to existing LTSS programs
(including services other than in-home and community supports) to expand eligibility,
increase payments to providers, raise quality standards, and maintain a high-quality
workforce.30
 Fund initiatives that contribute to the effective use of the UHC Fund, including workforce
development, training and quality improvement programs and certifications for direct care
workers.
The Board may not expend more than five percent on administrative costs.31 The Board is also
required to engage in planning with the Department as it develops and oversees the
implementation of the UHC Program.32
In addition to permitting the Board to partner with the Department to provide supplementary
funding, the proposed legislation defines responsibilities for the Department. We focus only on
those roles relevant to coordinating the existing LTSS programs with the design and implementation
of the UHC Program. These include:


Creating a simple, unified process for enrollment in coordination with existing programs
administered by the Department intended to benefit persons eligible for the UHC Program.



Submitting a request to the Centers for Medicare and Medicaid Services for any waiver of
Medicaid state plan requirements necessary to implement the UHC Program.

In addition, the Commissioner of the Department is a member of the Advisory Committee
responsible for reviewing the policies and financial management of the UHC Fund and provides
guidance and advice to the Board and its director.
The proposed legislation assumes two models for delivering services:


Agency-Based Service Model. “Direct care service providers” are individuals employed by an
agency to provide in-home and community support services.



Self-directed Service Model. “Individual providers” are those providers who work under what is
commonly referred to as a self-directed model of care, where the eligible person or the
eligible person’s representative is responsible for selecting and directing the worker. Under

Using the UHC Fund to supplement Medicaid-funded LTSS provides an opportunity for the Board to increase the
purchasing power of the UHC Fund: while a dollar spent on a state-funded (non-Medicaid) program has a dollar’s
worth of purchasing power, a state dollar spent on a MaineCare service is the equivalent of about three dollars when
combined with the federal contribution.
30

31

See §7284(2)(M) under Section 3 of the proposed legislation. Administrative costs are not defined.

32

See Section 6 of the proposed legislation.



the proposed legislation, individual providers would be considered state employees for the
sole purpose of the State Employees Labor Relations Act.33
The proposed legislation would permit the Board to use the UHC Fund to strengthen the direct care
workforce34 through workforce development, training and quality improvement programs.
The proposed legislation also sets a “pass-through” requirement: providers of in-home and
community support services participating in the UHC Program must expend a minimum of 77
percent of their reimbursement on direct care costs.

Based on 2016 population estimates, approximately 27,000 people living in the community would be
eligible for the UHC Program.35 In 2016, just over 5,600 people were already accessing publiclyfunded community-based LTSS. See TABLE 2. We assume those 5,600 people would be counted
among the estimated 27,000 eligible individuals and would not be able to access duplicative services
through the UHC Program.36

14,000

2642

13,100

2980

27,100

5622

SOURCES: Based on 2010 data from the Survey of Income and Program Participation
(SIPP) and the 2012-16 ACS 5-year sample in Maine (See APPENDIX for detail.); and
Snow et al. 2018.

33

See §7291 under Section 3 of the proposed legislation.

The proposed legislation does not specifically define “direct care worker” and could be interpreted to include any type
of provider offering some type of in-home or community support. Because “direct care worker” is commonly used to
refer to personal support specialists, home health aides, direct support professionals and other categories of workers that
provide assistance with ADLs, for this analysis we adopt that definition.
34

It should be noted that these estimates do not exactly replicate the eligibility criteria established under the proposed
legislation. In particular, in identifying those potentially eligible we could not replicate the definition of disability
identified under the proposed legislation; under the Survey of Income and Program Participation (SIPP), the survey
participants self-report on their need for assistance with an ADL, while under Maine’s existing LTSS programs, the need
for assistance with an ADL is determined by an independent assessor; the American Community Survey (ACS) does not
include people who reside in nursing facilities but our count of those potentially eligible could include people in
residential care settings who would not be eligible for the UHC Program.
35

Although, as discussed later, depending on the design of the UHC Program some people enrolled in existing LTSS
programs might access nonduplicative services under the UHC Program.
36



Using Survey of Income and Program Participation (SIPP) data and the 2012-16 ACS 5-year sample
in Maine, an estimated 5.2 percent of the population age 65 and up need help with at least one ADL.
Less than 2 percent (1.8 percent) of those age 18 to 64 need assistance with at least one ADL. For
the full population, approximately 2.6 percent of those age 18 and above need assistance with at
least on ADL. See FIGURE 12.

Based on 2010 data from the Survey of Income and Program Participation (SIPP) and the 2012-16 ACS 5-year
sample in Maine. See the APPENDIX for detail.

Among those needing assistance with at least one ADL, the level of need varies. As reflected in
FIGURE 13, of the estimated 27,100 potentially eligible individuals, an estimated 12,800 (47 percent)
need assistance with three or more ADLs, while 9,500 (35 percent) need assistance with only one
ADL.

Based on 2010 data from the Survey of Income and Program Participation (SIPP) and the 2012-16

ACS 5-year sample in Maine. See the APPENDIX for detail.



The number of people age 18 to 64 needing help with at least one ADL is expected to decline over
the next several years, while the number of people at 65 and older with at least one ADL need is
expected to grow. By 2020, 28,600 could potentially meet the eligibility criteria for the UHC
Program. See FIGURE 14.
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13,800

13,500

Based on 2010 data from the Survey of Income and Program Participation (SIPP) and the 2012-16 ACS 5-year
sample in Maine, protected forward. See the APPENDIX for detail.



This section considers the options the Board would have for implementing the program. For the
purposes of this analysis we assume the Board would be governed by the following goals:


Implementation of the UHC Program will not produce negative unintended consequences
for Maine’s existing LTSS programs;



The use of federal and state dollars, including the UHC Fund, will be optimized; and



Implementation will advance a “community first” model of care that promotes successfully
living at home to help avoid or delay the need for costlier care.

This analysis identifies four broad (but not mutually exclusive) strategies for implementing the UHC
Program. Our report will focus on these two primary strategies:
We identify the minimum level of coordination required in order to avoid unintended
consequences. For example, ensuring parity in worker wages across programs would reduce the
likelihood that providers of in-home and community support services would have an incentive
to choose one program over another. Coordinating eligibility and enrollment will ensure that
people eligible for Medicaid are enrolled in Medicaid and people are receiving the most
appropriate service to meet their needs.
We identify opportunities for optimizing the use of state and federal financing for LTSS in
Maine, including the UHC Fund. For example, instead of developing and administering a
separate eligibility process, consideration might be given to leveraging those already in place for
the existing LTSS programs. The Board could also coordinate with the Department to provide
services that “wrap around” Medicaid services. For example, individuals receiving LTSS through
Maine’s current Medicaid State Plan services cannot access respite, home modifications, or
personal emergency response systems (PERS).37 Program funds could be used to pay for
services that are not otherwise available through those programs. The UHC Program could also
provide support to individuals on a waitlist for other MaineCare services, providing the
individual is eligible for the UHC Program and available services meet their needs. In addition,
we identify opportunities where coordination between the Board and the Department could help
to promote successfully living at home, when that’s the preferred option.
It would be possible to implement a UHC Program with a mix of both minimally and closely
coordinated elements. To the extent possible, our analysis below attempts to capture the range of
implementation options along this continuum, and the implications of each.
We do not discuss these two strategies in detail:

37

See e.g., §12 and §96 in Chapter II of the MaineCare Benefits Manual (found in 10-144 CMR Ch. 101).



If the UHC Program were implemented entirely as a Cash Voucher program, rather than a menu
of services, all eligible individuals would receive a cash payment to purchase needed supports
and services as they saw fit. A cash voucher program might be implemented with few
restrictions or it could be implemented to make sure resources are targeted to the people
needing them most. The more carefully resources are to be targeted, the more administrative
processes are required. For example, the amount of cash might depend on the type or level of
assistance needed, meaning applicants would need to have their eligibility assessed and approved.
To avoid duplicating coverage under other publicly-funded LTSS, the UHC Program would
need to coordinate eligibility with Medicaid and state-funded programs. In addition, to assure
that the cash voucher was spent on a particular approved service or support, strong controls and
monitoring systems would need to be in place. This option is not fully discussed because certain
required elements of the proposed legislation, such as pass-through reimbursement
requirements, do not appear consistent with implementation of a Cash Voucher program as the
sole means of service delivery.
While we do not analyze the Cash Voucher model on its own, much of the discussion about
both a minimally or closely coordinated model could also apply to a Cash Voucher program.
Also, a cash voucher for a specific service (e.g., to cover rental subsidies or as a family caregiver
stipend) or for individuals with low care needs, could be included as an element of either a
minimally or closely coordinated UHC Program, as described below.38
If the UHC Program were fully integrated with the existing LTSS system, program monies could
be used to supplement the existing Medicaid programs by providing services to a broader pool
of those who need them or by enhancing the range of service options available. However,
integrating existing LTSS programs with the UHC Program would require some reconciliation
between the laws governing each. For example, any level of integration with Medicaid-funded
services would need to be consistent with federal regulation governing the State Medicaid
Agency’s39 permissible delegation of authority and otherwise meet applicable federal
requirements.40 Federal regulation would restrict the ability of the State Medicaid Agency to
delegate certain responsibilities to the Board. In addition, if the UHC Fund were used to
support the existing programs, the policies of the existing LTSS programs might need to meet
the requirements of the UHC Program (e.g., reimbursement pass-through requirements, and the
status of individual providers related to the State Employees Labor Relations Act).
As an example, Maine’s §1915(c) waiver for older adults and adults with disabilities (Section 19)
provides an array of home and community-based services for individuals who meet Maine’s
It is also important to consider the impact of cash voucher payments provided to MaineCare members on income
definitions for purposes of eligibility.
38

As a condition of participating in Medicaid, each state designates a state Medicaid agency with responsibility for
administering the state’s Medicaid program. In Maine the State Medicaid Agency is the Maine Department of Health
and Human Services.
39

See, e.g., 42 CFR 431.10: “The Medicaid agency may not delegate, other than to its own officials the authority to
supervise the plan or to develop or issue policies, rules, and regulations on program matters.”
40



functional criteria for institutional level of care. This program is capped and can serve up to
1900 individuals. If the number of eligible individuals exceeds this limit, a waitlist is created.
Because Maine has set a high eligibility standard for these services, historically there has not been
a waitlist. However, should a waitlist occur, a portion of the UHC Fund could potentially be a
source of financing for increasing the number of spaces available on the waiver, subject to
compliance with all federal requirements. Because federal law restricts the State Medicaid
Agency’s (i.e., the Department’s) ability to delegate certain of its responsibilities, the Department
would be responsible for these funds. However, if the UHC Fund contributed to the Medicaid
program, it is possible that the Department would have to use those funds consistent with the
requirements for the UHC Program.
Integration with Broader Medicaid LTSS Reforms. Over 20 years have passed since the last
comprehensive reform of the existing funding structure for Maine’s LTSS system. In that time,
the federal government has developed new Medicaid policy options aimed at promoting home
and community-based services and avoiding the unnecessary use of more expensive service
options. To ensure that resources are used effectively, Maine may choose to reevaluate the
current structure of its Medicaid LTSS program to improve efficiency and outcomes through
service delivery and payment reform. Should the new administration choose to pursue some of
these reform opportunities, UHC Funds could potentially support reform efforts.41 We did not
evaluate this strategy because it is not clear what, if any, reform strategies would be considered
by the next administration.
The remainder of the ANALYSIS section reviews options for implementing key elements of the UHC
program, within the context of Maine’s existing LTSS programs, including eligibility and covered
services, eligibility determination and enrollment, person-centered planning and care coordination,
the agency-based service model, the independent provider service model and quality management.
We review some of choices the UHC Board will have in designing the UHC Program and we
identify where coordination with the Department is required in order to avoid having a negative
impact on existing LTSS programs, as well as opportunities for optimizing program implementation
through close coordination with the Department.

41

See, e.g., §7284(2)(L) under Section 2 of the proposed legislation.



Program eligibility standards are tools for making sure that public resources are targeted to those
who need them most. For publicly-funded LTSS, a combination of functional, medical and financial
criteria are often used for determining eligibility and the scope of benefits or services that can be
accessed. Ideally, the combination of eligibility criteria and covered services ensure that the right
services are available to the right person at the right time, to help people avoid higher cost nursing
or residential care facility services when they are not necessary. Eligibility criteria is also used as a
basis for establishing the scope and amount of covered benefits. This section reviews program
eligibility and covered services for Maine’s existing LTSS programs and outlines factors to be taken
into account when implementing the UHC Program in the context of these programs.
Program eligibility and covered services for the three LTSS program groups were designed together
with the goal of providing access to LTSS to those most in need:
As required by federal law, eligibility for the §1915(c) waiver is comparable to that required
for individuals receiving care in a nursing facility (or intermediate care facility for individuals
with intellectual disabilities): among other federal requirements, only individuals who meet
institutional level of care may be served under a §1915(c) waiver. Financial eligibility is
determined based on income up to 300 percent of the current Supplemental Security Income
benefit ($2,022/month). The §1915(c) waiver for older adults and adults with disabilities42
covers care coordination, assistive technology, attendant services, home delivered meals,
home health services, living well for better health, matter of balance, personal care services,
personal emergency response systems, respite services, transportation services,
environmental modifications, and the use of a financial management service (FMS) and skills
training for the self-directed option.
Because Maine has stringent medical and functional criteria for nursing facility services,43 and
eligibility for a §1915(c) waiver is tied to those criteria, only a limited portion of those in
need of LTSS may access §1915(c) HCBS waiver services. To provide for those with a lower
level of functional need, Maine leverages service options under the Medicaid state plan.
LTSS services funded under the Medicaid state plan have different thresholds for functional
and medical eligibility and vary in scope. While functional eligibility for Medicaid state plan
services is more flexible than the waiver, financial eligibility is stricter: only individuals with
income up to 100 percent of the federal poverty limit are eligible for Medicaid state plan
services. Additionally, Maine’s Medicaid state plan provides a more limited menu of LTSS
services than the §1915(c) waiver.

42

§19 in Chapter II of the MaineCare Benefits Manual (found in 10-144 CMR Ch.101).

Reinhard et al. 2017, indicating that nationally, Maine has the lowest percent of residents in nursing facilities with low
care needs.
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Individuals who are not eligible to receive MaineCare LTSS services but who have limited
assets may be eligible to receive LTSS services through one of Maine’s state-funded (nonMedicaid) programs, subject to available funding. The three largest of these programs in
terms of expenditures and individuals served are:


Section 63, In-home and Community Support Services for the Elderly and Other Adults (referred
to as “Home Based Care”)44 provides a range of covered services including but not
limited to personal care, nursing, adult day, and home modifications. This program
has assets limits, cost of care requirements based on income and serves individuals
with a range of ADL needs.



Chapter 11, Consumer Directed Personal Assistance Services (CDPAS)45 provides attendant
services (personal care), supports brokerage (care coordination), skills training and
financial management services. It has cost of care requirements based on income but
no asset limit for eligibility and serves individuals with a range of ADL needs.



Section 69, Independent Support Services (Homemaker)46 provides assistance with IADLs
and incidental personal care up to 8 hours per month. The program has an asset limit
and cost of care requirements.

Taken together, these three state-funded programs served approximately 3,800 individuals in
2016.47 They provide a continuum of care ranging from homemaker services alone to a
more intensive complement of services for individuals needing institutional (nursing facility)
level of care. The administering agencies for these programs are procured through a
competitive bid process; each agency operates under a contract with the Department.48
Because funding is limited by the amount of funding appropriated by the Legislature,
waitlists for services can occur for these programs.
Medical and Functional Eligibility. Medical and functional eligibility is determined based on an
assessment completed by a nurse. Using a standardized assessment tool, the nurse assesses whether
an individual needs nursing services and how frequently, whether an individual needs help with
ADLs, which type and how many, and whether an individual needs assistance with instrumental
activities of daily living and how many. That information is used to determine whether an individual
would be eligible for nursing facility level of care or not, and how many hours of personal assistance
or care the individual needs each week. For example, a person with a daily nursing need will meet
44

§63 of OADS Policy Manual (found in 10-149 CMR Ch.5).

45

Ch. 11 of the OADS Policy Manual (found in 14-197 CMR Ch.11).

46

§69 of the OADS Policy Manual (found in 10-149 CMR Ch. 5).

47

Wolcott, An Introduction to the Office and Aging and Disability Services, Prepared for the 128th Legislative Session, 2017.

The current administrating agencies are EIM, a division of SeniorsPlus (for Home Based Care, §63 of OADS Policy
Manual (found in 10-149 CMR Ch.5)); Alpha One (for Consumer Directed Home Based Care, Ch. 11 of the OADS Policy
Manual (found in 14-197 CMR Chapter 11)); and Catholic Charities of Maine (Homemaker, §69 of the OADS Policy
Manual (found in 10-149 CMR Ch. 5)).
48



the standard for nursing facility level of care. A person who needs nursing services but less
frequently, may qualify for LTSS under the Medicaid state plan or the state-funded Home Based Care
program, depending on the individual’s financial circumstances. If a person does not need daily
nursing services but does need extensive assistance with three of five specific ADLs, the individual
requires a nursing facility level of care. Again, a person who needs less extensive assistance with
ADLs may be found eligible for LTSS under the Medicaid state plan or the state-funded Home Based
Care program. The need for assistance with instrumental activities of daily living (IADLs)49 may also
be taken into account for determining eligibility for a lower level of care.50
TABLE 3 provides a snapshot of program eligibility under the existing LTSS programs in comparison
to the UHC Program.

IADLs include meal preparation; routine housework; grocery shopping; laundry and other activities related to living
independently.
49

An individual who only needs help with IADLs will not qualify for personal care or support services but may qualify
for homemaker services, a state-funded program that will help an individual with grocery shopping, preparing meals,
household chores and similar activities. Homemaker services are considered an important service for helping to delay or
avoid the need for more expensive services.
50

Calculated based on 300 percent of Supplemental Security Income (3 x $750/month is $2,250) and the current federal
poverty limit for an individual ($1,012/month): $2,250/$1012 = 222 percent of the federal poverty level.
51



As indicated in TABLE 3, an individual must also meet financial eligibility criteria for publicly-funded
LTSS and may also be subject to cost-sharing or co-payment requirements depending on the
funding source. Though these terms are not always used consistently, they generally require an
individual to pay an amount, usually monthly, towards their total cost of services or pay an amount
towards a specific service upon receipt of that service. Depending on the particular program and
circumstances, these costs can sometimes be waived.
Covered Services. Services available to some or all of those eligible for Maine’s existing LTSS programs
include personal care services,52 in-home nursing services, physical, occupational or speech therapy,
respite, non-emergency medical transportation, assistive devices, home modifications and others. See
TABLE 5 for more on covered services.
Personal care is a key service. It involves assisting an individual with activities of daily living, such as
getting dressed, bathing, eating, and using the toilet. Depending on an individual’s needs, the type of
support might involve physical assistance, monitoring to make sure these activities are completed
safely, or reminding an individual to complete an activity. Under Maine’s LTSS programs, personal
care or assistance services also include helping with instrumental activities of daily living, such as
grocery shopping, household chores, meal preparation, or laundry. Many of Maine’s programs with
self-direction allow for assistance with health maintenance activities which can include
catheterization, ostomy care, preparation of food and tube feedings, bowel treatments,
administration of medications, care of skin with damaged integrity, and occupational and physical
therapy activities such as assistance with prescribed exercise regimes.53
None of the existing LTSS programs designed for older adults and adults with physical disabilities
cover protective supervision as a stand-alone service. Protective supervision involves monitoring or
observing an individual with a cognitive impairment to protect against injury or other harms.
MaineCare and state-funded LTSS programs are also subject to various program and service limits,
some of which are prescribed by federal law54 and others are at the discretion of the State, based on

“Personal care services” is the term typically used in LTSS programs in Maine. Other terms used include “personal
assistance services,” “personal attendant services” and “personal support services.”
52

See, e.g. §§ 12 and 19 in Chapter II of the MaineCare Benefits Manual (found in 10-144 CMR Chapter 101); Chapter
11 (found in 14-197 CMR Chapter 11); §63 (found in 10-149 CMR Chapter 5).
53

For example, the state must ensure that §1915(c) waiver program costs do not exceed the cost of institutional
programs for the same population enrolled in the waiver.
54



available funding and other considerations. Typically, Maine’s LTSS programs include one or more
of the following:


Program Caps: Some programs limit the authorized plan of care to a total monthly dollar
amount. Other programs, particularly those providing a limited number of services, set
program limits based on a number of total authorized hours. In some cases, the regulations
may exclude a particular cost from the program cap.



Service Limits: In addition to program caps, some services may be subject to other limits. For
example, under the state-funded Home Based Care program, home modifications (e.g., ramps
and bathroom modifications) are subject to a $3,000 lifetime cap, while home modifications
under Maine’s §1915 (c) waiver are subject to a $3,000 annual service limit.

Several of the programs limit the number of hours that can be authorized for assistance with IADLS
as part of delivering personal care. See TABLE 4 for more about program and service limits.

Note: The Medicaid state plan §96 and the state-funded HBC both have the same service cap, except that the fee
paid for care coordination is counted toward the program cap for the HBC program; the Medicaid state plan does
not have a similar fee.

Home and Community Benefits for the Elderly and Adults with Disabilities, §19, in Chapter II of the MaineCare Benefits
Manual (found under 10-144 CMR Ch.101).
55

Private Duty Nursing and Personal Care Services, §96, in Chapter II of the MaineCare Benefits Manual (found under 10-144
CMR Ch.101).
56

57

State-funded Home Based Care, §63, under the OADS Program Manual (found under 10-149 CMR Ch. 5).

58

Consumer Directed Attendant Services, §12, in Chapter II of the MaineCare Benefits Manual, 10-144 CMR Ch.101.

59

State-funded Consumer Directed Home Based Care of the OADS Policy Manual (found under 14-197 CMR Ch.11).

60

State-funded Homemaker, §69 of the OADS Policy Manual (found under 10-149 CMR Ch.5).



When it comes to eligibility for the UHC Program, the Board has very limited authority. It cannot
limit eligibility using income criteria, nor require that individuals or families contribute towards the
cost of services. Functional and medical eligibility is satisfied by the need for assistance with only
one ADL, and the UHC Program considers a relatively broad set of qualifying ADLs to meet that
standard.61
When it comes to eligibility for a particular service, the Board has more discretion. For example, the
proposed legislation makes clear that the UHC Program is not required to cover all possible services
for all eligible persons. In fact, the Board is prohibited from providing services in excess of available
funds. Instead, the Board is authorized to allocate funding or service levels, based on the assessed
level of need.62 The Board has authority to “curtail benefits as necessary while maintaining eligibility
standards.”63 The Board may also create wait lists.64 Setting caps and limits on covered services are
the primary tools available to the Board to support the appropriate allocation of resources across all
eligible individuals in the UHC Program.
The proposed legislation requires that the UHC Program be designed to meet unmet need,
supplementing but not supplanting existing programs.65 Accordingly, this analysis assumes that
individuals who meet the financial and functional requirements for MaineCare services will continue
to be served primarily through MaineCare LTSS programs. At the same time, the Board is
permitted to partner with the Department to provide supplementary funding to existing state
programs. The UHC Program could be designed to provide “wraparound services” for MaineCare
beneficiaries to cover services for individuals who need additional services not covered under
MaineCare. Alternatively, as discussed in more detail below, UHC funding could be blended into the
state-funded HBC program to expand the eligibility and scope of covered services under that
program.
While the proposed legislation sets forth broad parameters for eligibility, the Board will need to
develop specific criteria for service eligibility as well as the scope and limits of covered services.
For example, some of the considerations that relate to eligibility include:


Defining the ADLs used for service eligibility and establishing the level of assistance
required for those ADLs (e.g. limited assist or extensive assist).



Defining specific residency requirements consistent with the requirement that eligible
individuals live in Maine.

61

Personal hygiene, included in the proposed legislation, is typically not an ADL considered for eligibility purposes.

62

See §7284(1), in Section 3 of the proposed legislation.

63

See §7284(2)(Q), in Section 3 of the proposed legislation.

64

See §7286, in Section 3 of the proposed legislation.

65

See §7284(1), in Section 3 of the proposed legislation.





Specifying whether and to what extent individuals eligible for the UHC Program may be
eligible for or participate in other LTSS programs consistent with the language that the
UHC Program is “to supplement and not supplant existing programs.”



Creating eligibility for family caregiver stipends required by the proposed legislation.



Establishing different levels of eligibility based on “the extent of interference with
activities of daily living, functional abilities and the need for health and social services.”



Establishing criteria for prioritizing service delivery for individuals subject to a UHC
Program waitlist (e.g., first come/first served or by level of need).

The Board will also need to determine the specific types of services to be covered by the UHC
Program, define those services and develop any needed service or program limits. The Board
may choose to define caps on the total service package, place limits on particular services, or use
a combination of both.
The Board may want to consider the eligibility and benefit levels associated with the statefunded LTSS programs described above, as a starting point for defining eligibility and covered
services under the UHC Program. While key differences exist, these programs serve individuals
who are primarily not eligible for Medicaid. Eligibility and covered services under Section 63
Home Based Care program were developed within the context of the Medicaid state plan and
§1915(c) waiver programs and covered services are very similar to those that can be offered
under the UHC Program. (See TABLE 5 for a side-by-side comparison of the scope of services
that are and could be covered under Maine’s existing LTSS programs, and the services that could
be covered under the UHC Program.)
We do not suggest that the eligibility levels and covered services offered by the state-funded
programs be adopted by the UHC Program66 but rather that full analysis of those programs,
including but not limited to costs of services authorized and actual amount spent, be evaluated
as a basis for comparison to the UHC Program, which would have a significantly larger eligible
population and funding allocation. This analysis would require access to program information
that is currently not publicly available.
For example, based on the projected number of eligible individuals and funding, the Board may
want to consider eligibility that falls between the state-funded Homemaker services and Level I for
the state-funded Home Based Care program or offer a limited set of more easily accessible benefits
(e.g., a caregiver stipend or limited cash voucher) for those meeting the lowest level of program
eligibility.
The Board will also need to consider the extent to which it wishes to provide additional benefits
to individuals receiving MaineCare LTSS services, either to provide benefits not otherwise

Threshold eligibility for the state-funded Home Based Care program requires a combination of nursing or IADL needs
in addition to assistance with at least one ADL.
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available (e.g. family caregiver stipend) or to supplement existing services (e.g. providing respite
services).
Thorough attention and analysis will need to be paid to developing strategies for initial
implementation of the program to ensure an orderly phase-in of eligibility and service delivery to
eligible individuals. Implementation strategies will need to be based on administrative readiness
and system and provider capacity.



Eligibility for the UHC Program should be conditioned on an individual’s ineligibility for
MaineCare services if comparable services are available and able to be accessed. In this way,
Maine can maximize the contribution of federal dollars.68
The Board and the Department will also need to coordinate eligibility criteria for state-funded
and UHC Programs to avoid potential inequities and other inconsistencies. As an example, the
state-funded Home Based Care program (Section 63) currently has an asset limit for eligibility
($50,000 or $75,000 liquid assets per individual or couple, respectively) and requires cost-sharing
based on income. If the UHC Program provides comparable benefits but without a cost-sharing
requirement (prohibited under the proposed legislation) potential inequities arise, especially if the
Home Based Care program is serving individuals with fewer resources than those served under the
UHC Program.

Maine has elected to cover a subset of services that it could offer under its MaineCare and state-funded programs; i.e.,
Maine has the option of broadening the scope of covered services with funding and, in the case of MaineCare services,
approval from the Centers for Medicare and Medicaid Services (CMS), the federal agency responsible for administering
the Medicaid program.
67

The federal government matches every state dollar with approximately two federal dollars, effectively turning each
dollar contributed by the State into three dollars of purchasing power within the LTSS system.
68



To avoid confusion, the Department and Board will also need to determine which state-funded
(non-Medicaid) program is the program “of last resort,” i.e., which program must an individual
access before the other. The proposed legislation for the UHC Program and the rules for the
state-funded programs are both intended to “supplement but not supplant” existing programs.69
Design options for closer coordination with existing LTSS programs could include offering
services that “wrap around” Medicaid. Under the Medicaid state plan, the primary LTSS offered
are personal care (agency and self-directed), private duty nursing and care coordination for those
services. Under Maine’s current structure, some important LTSS services are not allowable
under the Medicaid state plan (e.g., home modification, respite, personal emergency response
system, etc.). The UHC Fund could finance those additional needed “wraparound” services for
individuals served on the Medicaid state plan to address the unmet needs of those MaineCare
beneficiaries.
Close collaboration might also allow a comprehensive approach in the re-design of the statefunded LTSS programs that has been under consideration for several years.70

See, e.g., Section 63 of the OADS Policy Manual (found under 10-149 CMR Ch. 5): “State funds furnished through 22
MRSA §§ 7301-7306 and §§ 7321-7323 may not be used to supplant the resources available from families, neighbors,
agencies and/or the consumer or from other Federal, State programs unless specifically provided for elsewhere in this
section.”
69

See Resolve 2011, Chapter 71 (LD 1461) which identified specific action items for streamlining Maine’s existing LTSS
system to meet all long term care needs within existing resources. One action item included consolidating Maine’s statefunded in-home care and community support services programs.
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Navigating the system of long term services and supports can be confusing and even overwhelming
for individuals and their families. Individuals may not know the options available to them or even
where to start the process of getting information. Because funding for services comes from multiple
sources, with different rules and access points, the system tends towards fragmentation, especially
for individuals who have multiple support needs (for example, an individual with behavioral health
and LTSS needs). Limited information about care choices can lead to limited access and a greater
likelihood of suboptimal outcomes for that individual. For example, if a person with an immediate
need for services (e.g., someone being discharged from a hospital after a stroke) is not aware of home
and community-based service options, that person may think a residential care or nursing facility is
their only choice.
To make sure “the right people have the right services at the right time,” the LTSS system needs to
have a clear, streamlined process that helps people understand their options and assists with timely
access to services.
Financial eligibility for Medicaid state plan services and the §1915(c) HCBS waiver is determined by
the Department’s Office of Family Independence. Financial eligibility for state-funded LTSS is
determined by whichever agency has a contract with the Department to administer that program or
service.
Medical and functional eligibility for most – but not all – of the publicly-funded LTSS programs
requires completion of an assessment by a registered nurse. The Department contracts with a single
statewide assessing services agency (ASA) to conduct the assessment; the ASA may not also be a
provider of the services the eligible individual would receive.71 For some state-funded LTSS
programs, the provider of service also determines functional eligibility (e.g., Section 69 Homemaker
program; Section 61 Adult Day Services program).
For eligibility determined by the statewide ASA, the assessment is captured in an electronic
assessment system. If the individual is eligible and chooses to receive in-home services, a referral is
generated to one of the two state-wide service coordination agencies.72 Those agencies provide
assistance with implementing either agency-based or consumer-directed care as chosen by the
individual, facilitate service authorizations to the providers of in-home and community supports,
and provide on-going care coordination and monitoring.
Over the past decade, the federal government has focused on “no wrong door” systems that support
streamlined access to LTSS options.73 Though Maine has taken advantage of some of these federal

I.e., the ASA must be “conflict free;” it may not be someone with an incentive to score an individual’s assessment in a
certain way to influence the amount of services it would be providing to that individual.
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EIM, a division of Seniors Plus or Alpha One.

E.g., federal funding to develop Aging and Disability Resource Centers (ADRCs) and federal funding through the
Balancing Incentive Payment program.
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opportunities, it has not yet achieved a robust and coordinated “no wrong door” approach, in part
due to lack of sustainable funding.74
The Board has a duty to “conduct outreach activities to ensure public understanding of the program
and promote awareness of application procedures.” The proposed legislation also requires
coordination between the UHC Program and the Department to create “a simple, unified process
for enrollment in coordination with the other services provided by the department intended to
benefit an eligible person.” As discussed below, the degree of coordination will depend on the
choices the Board makes relative to how it designs application procedures and benefits and the
degree to which the Board and Department invest in coordination and collaborate with other
community-based partners providing information and referral services.
As a new program, the UHC Program will need to invest in significant public outreach and have
a clear path for program entry and application. Rather than creating entirely new processes that
could further fragment an already complex system, the Board should consider leveraging and
investing in access points that already exist and could be strengthened. For example, in addition
to coordinating with the Department, the Board may also choose to partner with community
organizations that currently provide options counseling and related information and referral
services.
While the UHC Program does not set financial criteria for eligibility, there still needs to be a
process for determining service eligibility based on the need for assistance with ADLs and other
criteria. In designing the assessment instrument and process, the board has a range of significant
considerations, including:


Using a standardized assessment tool that applies consistent and objective standards for
determining an individual’s needs;



How and what information will be captured and system requirements for storage and
exchange of information (i.e., use of an electronic system);



The professional qualifications and training required for individuals to complete
assessments;



Whether the assessment should be completed by someone who is not also a provider of
the services the eligible individual would receive;75



The frequency of the assessment and the process for updating the assessment for a
change in service need; and

Maine is ranked 33rd in the nation for how well it coordinates and streamlines access to services, the accessibility of
information about services, and how person-centered the process is. See measure of ADRC/No Wrong Door Functions
in the AARP’s Long Term Services & Supports State Scorecard (Reinhold et al. 2017).
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Maine typically requires an independent assessment process. Exceptions include but are not limited to the state-funded
Homemaker and Adult Day Services programs.
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Whether the assessment process will both determine eligibility and authorize a service
plan.

A minimal level of coordination with the Department is essential. First, because the proposed
legislation requires that the UHC Program “supplement and not supplant existing programs,”
coordination across programs is needed to ensure that individuals eligible for Medicaid are
enrolled in Medicaid. The Board and the Department will need to coordinate how the UHC
Program will identify and refer applicants who are potentially eligible for Medicaid, and whether
applications for services will be coordinated through one entry point, with the Department
referring applicants who are ineligible for Medicaid to the UHC Program.
In either case, the UHC Program will need to have an ongoing basis for ensuring that, as
circumstances change, an individual potentially eligible for Medicaid is referred for a
determination of Medicaid eligibility. Because the UHC Program may have more flexibility in
program design compared to Medicaid, some UHC Program enrollees may prefer UHC
Program services to those available through Medicaid (e.g., the ability to hire a spouse as the selfdirected personal services provider might be an option under the UHC Program but is not
allowed under Medicaid).
Coordination across enrollment systems is also needed to ensure program integrity: no one
should be receiving duplicative services in violation of program rules.76 The UHC Program and
the Department will have to agree on how they can manage enrollment across programs.
If only minimal coordination is considered, then the Board will need to develop an assessment
tool, consider qualifications for vendor organization(s) to perform functional eligibility
determinations, and determine the extent to which the assessment process will be separate, or
part of, determining the level of services and providing other coordination functions.
Partnerships by and among the UHC Program, the Department and community organizations,
such as Maine’s Aging and Disability Resource Centers (ADRCs), and other information and
referral systems would allow for the development of a more robust and streamlined system to
assist individuals in navigating the LTSS system and understanding service delivery options.
Close coordination with the Department would allow the UHC Program to potentially leverage
existing assessment processes and avoid conducting multiple assessments. While considerations
would include capacity and added costs for conducting additional assessments, advantages
include a streamlined process for individuals, leveraging existing systems and expertise, and
facilitating appropriate exchange of information across programs.

Because the Program may be designed to offer supplemental services to persons enrolled in one of the existing LTSS
programs, duplicative enrollment may be possible without duplicating the services provided.
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Unless the UHC Program is implemented entirely as a Cash Voucher program, individuals will need
some level of care coordination to assist with service access and implementation. As states have
reformed their delivery and payment systems, increasing focus has been placed on care coordination,
especially in the delivery of home and community-based LTSS, to improve beneficiary experience,
provide expanded access to necessary LTSS and community supports, and better integrate LTSS
with the larger health care system.

In 2014, the Centers for Medicaid and Medicare Services (CMS) promulgated rules defining the
requirements for person-centered planning for Medicaid-financed home and community-based
services.77 The person-centered planning process must consider health and LTSS needs, in a manner
that reflects the participant’s preferences and goals. The rule defines requirements relating to the
planning process, who participates, and the required elements of a person-centered plan, all with the
goal of helping the individual to achieve personally defined outcomes in the most integrated
community setting; ensuring the delivery of services in a manner that reflects personal preferences
and choices; and contributing to the assurance of the individual’s health and welfare.
Maine’s publicly-funded in-home LTSS provide varying degrees of person-centered planning and
care coordination, primarily limited to assisting with implementation of LTSS, monitoring on-going
LTSS needs, and providing information and referral on additional resources needed.78 Once an
eligible individual has been assessed and provided a plan of care, that individual works with a service
coordination agency to implement the plan of care. The service coordination agency, through a care
coordinator, is responsible, among other things, for monitoring overall health status and following
up with identified needs, as well as advocating on behalf of the member for appropriate community
resources and services by providing information, making referrals and facilitating access to these
supports.
For Medicaid and state-funded LTSS, care coordination is currently provided by two different
agencies, both working with agency and self-directed models of care.

Medicaid Program; State Plan Home and Community-Based Services, 5-Year Period for Waivers, Provider Payment Reassignment, and
Home and Community-Based Setting Requirements for Community First Choice and Home and Community-Based Services (HCBS)
Waivers. 79 Fed. Register 2947.
77
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Some individuals may be eligible for more targeted case management services in addition to LTSS care coordination.



The UHC Program does not explicitly require care coordination. However, the Board may
consider it important to provide different levels of care coordination, tailored to the needs of
those participating in the program. For example, a minimal level of care coordination is needed
to help eligible individuals develop and implement a service plan, which might involve educating
the individual about available agencies or explaining self-directed care. This minimal level of
service – more navigator than care coordinator – may be sufficient for some but others may
need a significantly higher level of support to remain in their homes and communities,
particularly for those individuals with complex needs. There may be opportunities to provide
care coordination in the form of transition assistance to individuals as they move across settings
(e.g., from hospital to home). The design of service coordination, including defining the roles
and responsibilities of the care coordination agency, will be shaped by participant needs and how
closely the UHC Program is coordinated with other programs and delivery systems, including
behavioral health services and other community supports. As with many aspects of the UHC
Program, developing additional capacity in the existing system for delivery of care coordination
services needs to be carefully considered and developed with input from stakeholders and
providers.
As some individuals may transition between or among programs, a minimal level of coordination
would allow for appropriate exchange of information to mitigate service disruption for
individuals, their families and providers.
The more integrated the programs, the greater the opportunities exist for more meaningful care
coordination that integrates the full spectrum of a person’s needs, although the potential for
duplication in care coordination services also exists and would need to be addressed.
Opportunities might exist for integration of the UHC program with other LTSS care
management systems. Developing additional capacity in the existing system needs to be carefully
considered. For example, considering the type of electronic care management system that would
be required and whether information on participants might be centralized, for continuity of care
as the participant moves from agency to agency or to a different program.



Under the UHC Program, in-home personal care could be delivered through two service models:
the traditional agency-based model or through a self-directed model. In an agency-based model,
home care agencies employ nurses, social workers and aides to provide in-home care. The home
care agency is the employer responsible for hiring, training, supervising and paying workers.
Under Maine’s existing LTSS programs, individuals may choose to receive LTSS through the
traditional agency-based model. Qualifications for Medicaid providers are set by federal law and the
state Medicaid agency, including any requirement relating to licenses, certifications and training. For
example, agencies providing personal care services must register with Maine’s Division of Licensing
and Certification pursuant to 22 M.R.S.A. §1717. Specific training and other qualifications for
different categories of workers are set within individual program regulation.
For Maine’s Medicaid LTSS programs, any qualified and willing provider may enroll with the
Medicaid agency.79 A care coordination agency enrolled with Medicaid assists the member in
choosing a direct care provider and is responsible for submitting service authorizations for provider
reimbursement. Provider agencies then submit claims directly to the Medicaid agency through its
claims management system and are reimbursed consistent with the service authorizations.
For the state-funded (non-Medicaid) LTSS programs,80 the Department contracts with a vendor
organization, referred to as the Home Care Coordination Agency (HCCA), through a competitive
bid process. The HCCA is responsible for administering the program, including responsibility for
managing a statewide network of provider agencies.81 This means that providers contract directly
with the HCCA and all payment and reimbursement to the agencies is managed through the HCCA.
The provider network is similar, but not always identical, to the number of providers enrolled as
Medicaid providers.82 Provider qualifications are set by state regulation and tend to be similar to
qualifications required by the Medicaid programs.83
Maine delivers LTSS through a fee-for-service system. The hourly reimbursement rate to the agency
provider comprises the worker wages, fringe benefits, and other employee related administrative
costs. In Maine, the provider agency receiving payment for services sets the wages for the staff
providing services. The reimbursement rates identified in TABLE 6 do not reflect the worker’s actual
wages.
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The Department contracts with an external vendor to manage provider enrollments.

80

§63 of the OADS Policy Manual (found in 10-149 CMR Ch. 5).

81

The current contract for HCCA services is held by EIM, a division of SeniorsPlus.

As discussed more fully later, there is no significant difference in reimbursement rates for personal care services
between the Medicaid and state-funded programs.
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For example, both MaineCare and state-funded LTSS programs require services delivered through an agency be
provided by an individuals trained as a Personal Support Specialist (PSS) but the timeframe for completing PSS training
differs between funding sources (6 months after hire for the State-funded program; 9 months after hire for MaineCare
reimbursed programs).
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The Board has a number of significant responsibilities relating to the workforce providing inhome and community support services. It is responsible for improving wages, benefits and
working conditions and setting reimbursement rates to maximize access to services. It is
responsible for setting mandatory standards for quality and safety and may fund workforce
development, training and quality improvement programs, certifications for direct care workers
and partner with the Department on other efforts to maintain a stable, high quality workforce.
The UHC Program also includes a requirement that providers of in-home and community
support services shall expend a minimum of 77 percent of the funding received from the UHC
Program on direct worker costs, with the remainder of the funds available to be spent on
administrative or program support costs.84 The Board can look to how other states have
implemented wage pass-through requirements, taking into account some of the lessons learned.85
In addition, the Board will have a number of practical decisions to make. What standards will it
set for provider participation in the UHC Program and what process will it use for confirming
provider qualifications? Will it use an “any willing provider” model similar to that used for the
Medicaid program and who will be responsible for developing and holding the provider
network? Will it delegate to a single coordinating agency or develop multiple administering
agencies? The Board will have to consider the costs and needed infrastructure associated with
these choices. As discussed below, it could also work with the Department to leverage existing
infrastructure and systems to minimize duplication while addressing issues that arise due to the
need for increased capacity.

The proposed legislation does not define “direct care worker costs.” Labor costs are commonly defined as including
wages, benefits and payroll tax. Whether “direct care worker costs” are to be defined using this common definition is
unclear.
84
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See, e.g., ASPE 2002; PHI 2003.



Qualified Providers. At a minimum, the Board must consider the standards that currently exist for
provider types and qualifications for publicly-funded LTSS. Working to minimize
inconsistencies in this area is important for ensuring that personal care agencies and their staff,
as well as individual providers, have the ability to easily transition across programs. Differences
in training requirements, certifications, and other criteria can create barriers for workers
changing jobs and agencies deploying their workers across programs. Program participants are
potentially subject to an unnecessary disruption, if a trusted worker can no longer provide
services because the participant’s circumstances and program have changed.
Provider Reimbursement. It is vital that the Board be highly sensitive to the comparability of service
reimbursement affecting worker wages across the UHC Program and the existing LTSS
programs, both for in-home and facility-based services as well as programs providing LTSS to
other populations (e.g., individuals with intellectual disabilities). Because of critical shortages in
the direct care workforce across settings, a lack of parity in rates could create unintended access
issues across programs and exacerbate the critical workforce shortage now facing the existing
LTSS programs, programs which serve those with the greatest needs. It is essential that the
Board, Department and Legislature understand the interrelationships and interdependency of
these programs in setting reimbursement rates. Similarly, the Board, Department and
Legislature will also need to pay attention to the impact of the pass-through requirements on
providers and worker wages to ensure that the effect of these requirements does not create
disparities across funding sources that limit access to LTSS.
Whether or not the proposed legislation is approved, Maine already faces a critical workforce
shortage that requires a comprehensive and multifaceted approach involving multiple
stakeholders. Among other reforms, states have been increasingly focused on strategies that
address training and career opportunities as well as wages and benefits. The proposed legislation
authorizes the Board to partner with the Department to strengthen and stabilize the direct care
workforce. Collaboration could lead to opportunities to effect the broader reforms that are
needed to increase stability in the direct care workforce.



In a self-directed model,86 the individual being served selects and manages the worker. Depending
on the individual, a self-directed model might be preferred because the individual has more flexibility
in selecting and training the person that provides their care; others might prefer having an agency be
responsible for that. The individual worker is known as an “individual provider.” Nationally, the use
of self-directed program enrollment is on the rise.87 Key variations in self-directed models include:


Employer authority: Under employer authority, individuals have decision-making authority to
recruit, hire, train and supervise the individual providing services.



Budget authority: Under budget authority, individuals (or their representatives) also have
decision-making authority to manage expenditures within the limits of an individually
specified budget allocation. This may include authority to negotiate hourly wage rates within
applicable federal and state requirements.88

Maine currently has several similar, but distinct, models of self-direction for personal care services,
all with varied requirements about the ability to have a representative or surrogate act on the
participant’s behalf,89 the minimum age of the worker, criminal background requirements, and other
program elements. With limited exceptions, program participants may hire family members and
friends. While state-funded LTSS programs allow spouses to be paid to provide personal care,
MaineCare programs do not.90 Individual workers are exempt from training requirements that
otherwise apply to agency staff. See TABLE 7.
Typically and in Maine, financial management services (FMS) are provided to individuals who
choose to self-direct. The FMS entity pays workers, withholds any federal, state and local taxes and
other payments; tracks and monitors self-directed budget expenditures; and assures adherence to
federal and state laws and regulations and program requirements. The FMS agency is reimbursed by
the State for the care hours delivered and paid to the individual providers and for the administrative
services they provide. Other supportive services provided to individuals who self-direct include skills
training and care coordination (also called “supports brokerage”) for those who self-direct.
For the most part, individuals in Maine’s self-directed programs set the worker wage within certain
limits. Participants in Maine’s §1915(c) HCBS waiver have budget authority and are the employer.
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“Consumer-directed” is also referred to as “self-directed” or “participant-directed.”
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Edwards-Orr & Ujvari 2018.
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National Council on Disability 2013.

Allowing a representative or surrogate to act on behalf of the participant ensures that individuals with cognitive
impairment may also benefit from this type of service delivery. This is currently allowed in several of Maine’s existing
LTSS programs including its §1915(c) waiver for elders and adults with physical disabilities.
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In part, this is due to differing federal and state law requirements. See, e.g., 22 MRSA §7307, requiring the Department
to allow for payment to relatives unless prohibited by federal law or regulation.
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The hourly reimbursement rate to the FMS provider comprises worker wages, worker’s
compensation and other employee related costs. The reimbursement rates identified in TABLE 8 do
not reflect the worker’s actual wages.



Under the proposed legislation, an "individual provider" is an individual providing in-home and
community support services91 who has been selected by and is working under the direction of a
program participant or the participant’s representative. An "individual provider" does not include a
person providing care as an employee or independent contractor for a provider agency. The Board
is responsible for setting reimbursement rates for individual providers, as it is for agency-based
providers. The proposed legislation also identifies the individual provider as a state employee for
the sole purpose of the State Employees Labor Relations Act.92 The State Employees Labor
Relations Act governs the right of state employees to be represented by a labor union.
The Participant’s Representative. Some, but not all, of Maine’s models of consumer direction allow
an individual to have a representative manage an individual provider on their behalf. Allowing a
representative (or “surrogate”) act on the individual’s behalf expands access to this type of
service delivery for individuals with dementia who otherwise would not meet the capacity (or
competency) requirements to self-direct. The Board would need to consider the qualifications
required for individuals acting as representatives.
Qualifications for the Individual Provider. The Board is required to set mandatory standards for
quality and safety for in-home and community support services, but the proposed legislation
does not set limits on who may serve as an individual provider. These requirements would need
to be developed. For example, whether spouses would be allowed to provide care, requirements
around the need for criminal background checks and any disqualifications; whether any training
requirements will be required, etc.
Collective Bargaining. Several states have given individual providers who are paid for providing
care under publicly-funded programs the right to collectively bargain with the state. While
program participants would have the ability to hire, fire and manage their worker, the
reimbursement rate under the proposed legislation would be determined through a collective
bargaining process.
As currently constructed, Maine’s system for offering self-direction varies and is not consistent
across programs and funding sources. Coordination between the Board and the Department
would still be required around reimbursement rates and policies to avoid inequities across
programs, though individual providers caring for family members may not be as influenced by
wage differentials across programs to the extent other workers might be.

“In-home and community support services,” as defined under the proposed legislation (§7281(9), under Section 3 of
the proposed legislation) is defined broadly to include the full complement of services that could be covered under the
UHC Program. For the purposes of this analysis, we assume that the individual provider provides only self-directed
personal care or personal assistance services.
91
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See §7291 under Section 3 of the proposed legislation.



Promoting Increased Use of the Individual Provider Model. The Board and the Department could also
work together to support the increased use of self-directed services; for example, some states
have developed a statewide registry that allows for the matching of individual providers with
individuals needing services. Working in collaboration with the Department would be
particularly beneficial for individuals choosing to self-direct their own services, especially to
maximize consistency across requirements. For example, options might include:


Setting consistent qualifications and training requirements for individual providers.



Permitting the use of a representative who could direct services on behalf of an
individual with a cognitive impairment.



Developing a single skills training curriculum for people participating in self-direction.

Adopting a comprehensive approach for consolidating the existing self-directed service models
into a single uniform self-directed model has been a long-standing initiative for Maine's LTSS
programs.93

See Resolve 2011, Chapter 71 (LD 1461) which identified specific action items for streamlining Maine’s existing LTSS
system to meet all long term care needs within existing resources. One action item included consolidating Maine’s selfdirected service models.
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A quality management system is essential for effective stewardship of public dollars. Quality
management is necessary to make sure participants have the best possible outcomes; problems at the
individual and systems level are detected and resolved in a timely and effective manner; state and
federal requirements are met; efforts are targeted and coordinated with other quality management
functions to avoid duplication; and information on performance and quality improvement initiatives
is shared with participants, providers, legislators and other stakeholders to inform decision-making.
Ensuring beneficiary protections is also a critical component of a strong quality management system.
Quality management involves at a minimum:


Assuring compliance with state and federal requirements. Common compliance efforts
focus on assuring that providers are qualified to provide the services (i.e., meet minimum
standards for education, licensing or certification, age, etc.) and public resources are used
for their intended purpose (as defined under regulation and contract).



Monitoring and measuring quality to assure that the services paid for with public money
meet a minimum standard of quality.



Establishing a critical incident management system for reporting, tracking and trending
of critical incidents, abuse and neglect to assure health and welfare.



Continuously improving quality to make sure public resources are put to their optimal
use.



Developing processes for receiving and resolving grievances and complaints.



Integrating robust stakeholder involvement and engagement during design,
implementation and as part of on-going operations.

For Medicaid-funded LTSS, the federal government establishes both specific and general
requirements for quality. For the §1915(c) waiver, the federal government has established a
comprehensive list of quality assurances, a minimum set of standards that states must monitor,
measure and report on. Maine has delineated program integrity standards under the MaineCare
Benefits Manual, the state regulations governing Maine’s Medicaid program. Assuring program
integrity involves activities such as provider audits and reviews to ensure compliance with program
requirements, including recoupment activities when necessary.
Maine has both internal and external methods for assuring quality. Externally, providers are subject
to mandatory reporting for significant events, including but not limited to reports of suspected
abuse, neglect, and exploitation. Maine statute also established a Quality Assurance Review
Committee (QARC) that includes internal and external stakeholders, including program participants,
with an annual reporting to the Legislature.94 Maine’s Long Term Care Ombudsman has authority
94

See 22 M.R.S.A. §5107-I.



to investigate complaints in nursing and residential care facilities as well as from individuals receiving
a range of in-home and community LTSS.95 Program participants also provide a quality check. The
process for receiving and resolving complaints differs across the existing publicly-funded programs,
but all appeals of adverse actions are conducted by the Office of Administrative Hearings at the
Department.96
Although the proposed legislation requires some elements of a quality management system, it does
not define a comprehensive strategy for quality assurance and quality improvement. This will be
another key area for stakeholder involvement, particularly to ensure adequate beneficiary
protections.
Under the proposed legislation, the Board is required to:


Set mandatory standards for quality and safety for in-home and community support
services delivered with funding from the UHC Fund, without adversely affecting
communities of color or low-wage earners;



Collect, analyze and disseminate information related to the program and the broader
needs of families in the State, as applicable, including measuring and studying disparities
in access to relevant services by race, income, disability and gender; and

 In the event the board identifies disparities in access to relevant services by race, income
or gender, manage the program so that those disparities are reduced or eliminated.
In addition to meeting these requirements, a comprehensive quality monitoring system would, at
a minimum, ensure compliance with UHC Program rules. Other examples of quality monitoring
and oversight include:


Developing a quality management plan that includes defined roles and responsibilities;
quality measurement using data to inform program performance and system
improvement; and surveys or other forms of input directly from program participants.



Providing a mechanism for making quality information and metrics easily available to the
public consistent with the Board’s responsibility to collect, analyze and disseminate
information related to the program and broader needs of families in the State.97



Maintaining a system for reporting significant events, including but not limited to reports
of suspected abuse, neglect, and exploitation.

22 M.R.S.A. §5107-A. The extent to which program services fall under the current statutory authority may depend in
part on the structure of the Program as implemented.
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See Administrative Hearing Regulations, 10 144, Chapter 1.
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See §7284(2)(I) in Section 3 of the proposed legislation.





Developing a system for receiving and resolving grievances (complaints) and a process
for appeals.



Designating an Ombudsman to provide an independent voice for communication and
complaint resolution, as well as advocacy at the individual and system level.

At a minimum, for those providers that participate in both the UHC Program and other LTSS
programs, the Board and the Department should consider developing protocols for exchanging
information about significant issues of non-compliance and in particular, findings that could
impact the health and welfare of program recipients.
Close coordination would allow for the development of uniform quality measures and leverage
other administrative oversight activities and structures. For example, the UHC Program could
leverage the structure of the QARC to include the UHC Program or include UHC Program
participants in quality evaluation activities for existing LTSS programs (e.g., the National Core
Indicators-Aging and Disabilities (NCI-AD) survey, which assesses the outcomes of LTSS for
those served).98

The NCI-AD survey measures a state’s performance on a set of core indicators, including service planning, rights,
community inclusion, choice, health and care coordination, safety and relationships. It is a useful tool for states to
identify opportunities for improvement as well as compare its performance with other states. See https://nci-ad.org/.
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Many would agree that there are opportunities for improving Maine’s capacity for serving older
adults and persons with disabilities. In November, Maine voters will have the opportunity to decide
whether the UHC Program proposed under Question 1 is the right strategy for investing in Maine’s
LTSS capacity.
If Question 1 is approved, the UHC Program will be the first of its kind in the country. There are
no clear guidelines or models or “lessons learned” that can help the Board navigate this new
territory. The Board will need to exercise diligence to keep its administrative costs within the five
percent limit defined under the proposed legislation. At the same time, the Board will have to allow
for start-up costs associated with designing and implementing the UHC Program.
Significant responsibilities have been placed on the Board, and regardless of whether activities are
integrated with the Department, or key aspects of the program are contracted out to vendor
agencies for management and administration, the Board must be able to account for the efficient
and effective use of public resources, compliance with statutory requirements and the quality of
services delivered. The UHC Board will need adequate oversight capability and meaningful
measures of quality outcomes.
As the Board moves forward with implementation, establishing a robust infrastructure to solicit
stakeholder feedback is critical to the UHC Program’s viability and success. The proposed
legislation establishes both mandated responsibilities and discretionary powers for the UHC Board.
However, even when a responsibility is mandated, in many instances the UHC Board will have
discretion on how to fulfill its responsibilities. To develop a thoughtful program design that both
leverages the opportunities and accounts for the challenges of implementing the UHC Program, it
will need the ongoing input of Department representatives; eligible individuals and family members,
providers, advocates, community organizations and others. While our analysis describes how the
UHC program might be implemented in the context of Maine’s existing LTSS programs, input from
key stakeholders could provide more detail and identify both more issues and opportunities.
As we have discussed in the ANALYSIS section, to avoid unintended, negative consequences,
implementation of the UHC program would require, at a minimum, a certain level of coordination
with existing LTSS programs. For example, the UHC program would need to be designed to avoid
inconsistency in eligibility policy and provider qualification and reimbursement that could create
unfair differences in access to services or exacerbate workforce shortages for the programs serving
those with the greatest need. Processes would need to be coordinated to avoid duplication and
confusion for those being served.
We also described a number of opportunities for close collaboration with the existing LTSS
programs. For example, in partnership with the Maine Department of Health and Human Services,
the UHC Program could join forces to strengthen and stabilize the direct care workforce; provide
wraparound LTSS services not allowed under MaineCare to meet the unmet needs of those served



under the Medicaid state plan; develop a more robust and streamlined system to help people access
services; and leverage existing infrastructure and systems to avoid building duplicative capacity.
The more the Board coordinates and integrates with the existing LTSS programs, the more
questions will arise about how to reconcile the Board’s and the Department’s roles and
responsibilities, and how the programs can come into greater alignment and still comply with their
governing authorities. While the Board would need to comply with the proposed legislation, the
Department would have to ensure Medicaid-funded programs were consistent with federal
regulations governing the delegation of authority by the State Medicaid Agency and other applicable
federal requirements.
A collaborative relationship between the Board and the Department could go beyond the goals of
efficient use of resources and consistency across programs. Over 20 years have passed since the last
comprehensive reform of the existing funding structure for Maine’s LTSS system. In that time, the
federal government has developed new Medicaid policy options aimed at promoting home and
community-based services and avoiding the unnecessary use of more expensive service options.
Should the new administration choose to pursue some of these reform opportunities, its chances of
success would be strengthened by a partnership between the Board and the Department around the
shared goal of improving outcomes for Maine’s older adults and adults with disabilities, through
improvements to home and community-based services, strengthening and stabilizing the direct care
workforce, and better integration with medical, behavioral health and social service delivery systems.
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The initial 2014 estimates of the number of Maine adults requiring another person’s help with one
or more Activities of Daily Living (ADLs) are based on data from two U.S. Census Bureau surveys:
one, a nationwide survey with detailed questions on a variety of disability measures; and the other,
the Maine-specific portion of a survey on broader characteristics.99
During the summer of 2010, the Census Bureau’s nationwide Survey of Income and Program
Participation (SIPP) asked each of 66,410 adults if he or she had difficulty, or needed another
person’s help with a variety of individual Activities of Daily Living (ADLs), Instrumental Activities
of Daily Living (IADLs) among other disability measures.100 The Bureau’s continuous, on-going
American Community Survey (ACS) covers a much broader variety of issues and participant
characteristic, including a small number of broad questions on disabilities. However, the much
larger size of the ACS survey sample is big enough to provide a useful subset for each State. The
Maine subset of the 5-year, 2012-2016 sample includes responses from 52,278 adults living in noninstitutional settings.
The Bureau provides de-identified, person-level Public-Use Microdata Samples (PUMS) for each
survey. The microdata samples allow the user to view each survey respondent’s full set of answers
to every question (excluding questions like town or date of birth that might help identify a given
participant).
Both surveys include data on age, family income relative to the Federal Poverty Level (FPL), and the
SIPP also includes an identical set of the same broad disability questions appearing in the ACS. This
allowed us to merge the detailed disability data in the SIPP with the Maine-specific data in the ACS
by:
1. Dividing each survey’s sample into matching sets of 120 population cells defined by age
group, income category relative to the FPL, and the pattern of answers to three of the broad
disability questions common to both surveys. See TABLE 9.
2. For each population cell in the SIPP survey, calculate the percentage of survey respondents
needing another person’s help with: 1 ADL, 2 ADLs, 3 to 6 ADLs, IADLs only, or no
ADLs or IADLs.
3. We assume that adults sharing similar characteristics in both surveys will share similar
probabilities of having different levels ADL or IADL need. For example, if 20% of lowincome persons in the SIPP survey, who were age 65-to-74 and gave a yes answer to all three
of the shared disability questions said they needed another person’s help with one ADL,
then we assume about 20% of the Maine adults who gave the same answers in the ACS will
99

U.S. Census Bureau, 2012-2016 American Community Survey (ACS) 5-Year Public Use Microdata Sample (PUMS).

U.S. Census Bureau, Survey of Income and Program Participation (SIPP) 2008 Panel Wave 6 Topical Module
Microdata File (conducted between May 2010 and August 2010).
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also require assistance with one ADL. Using that assumption, we apply the percentages
calculated for a given population cell in in step 2 to the Census Bureau’s ACS-based estimate
of the number of Mainers sharing the same characteristics and repeat the process across all
120 population cells.
4. Our 2014 results table divides the adult Maine population into three income categories and
two age groups (age 18 to 64 and age 65 and above).101 So, for the first line in the table, we
take all the population cells with ages between 18 and 64 and with incomes below the FPL
and add up the total number of persons at each disability level.

To produce disability prevalence tables 2016, 2020 and 2024 we applied age-specific population
growth rates derived from Maine population estimates and forecasts provided by Woods and Poole
Economics, Inc.103 The forecast for Maine’s population growth varies tremendously by age. It
predicts that between 2014 and 2024 Maine’s 65-to-74 and age 75-and-above age groups will have
both increased by more than 40% while the 55-to-64 group remains unchanged and the number of
younger adults goes into decline.
The reader should keep in mind that numbers presented in the tables are estimates. The limitations
of the available data dictate a variety of assumptions. Our estimates assume that:
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Maine’s age and income-adjusted disability rates are the same as the national age and
income-adjusted disability rates estimated by the SIPP survey;



Age and income-adjusted disability rates will remain steady over time and we make no
allowance for medical discoveries or new assistive devices that could decrease rates, or

We chose 2014, because it represents the mid-point of the 2012 - 2016 ACS survey.

We defined the income categories to match the income criteria for general MaineCare eligibility (income less than the
FPL), and the MaineCare eligibility limit for nursing home or long-term services and supports (up to 221% of the FPL).
102

Population growth rates are based on the 2017 New England edition of population forecasts published by Woods &
Poole Economics, Inc. Washington, D.C. Copyright 2018. Woods & Poole does not guarantee the accuracy of this data.
The use of this data and the conclusion drawn from it are solely the responsibility of the Muskie School of Public
Service at USM.
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changes in lifestyle, disease prevalence and environmental factors that could affect rates
either way;





Maine will see no increase or decrease in the distribution of incomes relative to the Federal
Poverty Level; and



We will see no changes in government policy or economic conditions affecting the number
of persons moving into or out of the state.

NOTE: Any differences between the Subtotal and the sum of the two age groups are due to rounding.
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